Background
Over 40% of the world's population lives in malaria endemic regions of the world in over a 100 countries in Africa, the Caribbean, Latin America, South East Asia, the Eastern Mediterranean, the Western Pacific and some parts of Europe. 1 While malaria is transmitted by mosquitoes, some communities have different beliefs to this effect. These beliefs coupled with other societal factors do not lead to parents having the appropriate health seeking behaviours and getting prompt treatment of malaria for their children; a situation that could make their conditions severe, which may lead to death. 2, 3 Children below the age of 5 years and pregnant women mostly bear the brunt of the disease. 4 Statistics show that malaria is the leading cause of morbidity and mortality among children less than 5 years of age. The World Health Organization estimates that 300 to 500 million individuals infected with malaria annually leads to over one million deaths, of which over 75% are children under-five mostly in sub-Saharan Africa. A child dies every 45 seconds from malaria in Africa and malaria accounts for 20% of all childhood deaths on the continent. 4 Though malaria is a disease that is life threatening, it is preventable and curable. 4 It is no secret that malaria occurs in the poorest regions of the world where sanitation and hygienic conditions are far from optimal. Child survival in some countries of sub-Saharan Africa has been observed to be related to economic status among various tribal groups. Malaria is caused by the Plasmodium parasite that is transmitted by the mosquito. There are 4 main human variants of malaria, each caused by the plasmodium species (falciparum, vivax, malariae and ovale). 1 A fifth parasite species, the plasmodium knowlesi, which is responsible for malaria among monkeys in forested areas of South-East Asia has been observed to have caused the disease in humans. 1 Malaria caused by plasmodium falciparum is the most commonly experienced in sub-Saharan Africa. 4 The parasites are transmitted solely by the anopheles mosquito, which is referred to as the vector. There are over 20 species of the anopheles mosquito worldwide and they have the characteristic feature of breeding in fresh water and feeding through bites of their host (i.e. the human being) at night. 4 The effect of malaria on those residing in areas of moderate to severe infection rates of the disease depends on the level of immunity of the host. Adults develop some level of incomplete immunity over time with exposure to the parasites, which protects them against severe disease.
Children under 5 years of age do not have the same level of immunity, leading to an increase in the severity of the disease in this population. In areas of low transmission, there is equally low immunity and all members of the population are at risk of severe disease. 4 The nutritional status of children has been found to influence the immunity of this population and therefore their susceptibility to malaria. 6 Severe malaria, the result of acute infection encompasses a group of manifestations of the disease that includes seizures (febrile convulsions), cerebral malaria together with occasional neurological defects, anemia, respiratory distress and hypoglycemia. 7 Cerebral malaria is frequently characterized by febrile convulsions, coma and neurological impairments.
the 575,000 children below the ages of 5 years die annually from cerebral malaria. They also estimate that over 2% of survivors of cerebral malaria develop neurological sequelae that last for more than 6 months. Severe anemia (hemoglobin of ≤ 5 g/dl or hematocrit of ≤ 15%) due to malaria kills over 13% of 1.2 to 5.7 million children under 5 years of age who suffer from it annually. Respiratory distress and hypoglycemia (blood glucose of ≤ 2.2 mmol/l or 40 mg %) account for over 18% deaths out of between 1.1 and 1.9 million children who are attacked by the condition. 7 Severe malaria therefore together with its complications constitutes a serious clinical and public health challenge that needs to be addressed with all available resources.
The current recommendations for managing severe malaria as per the World Health Organization guidelines are: the use of parenteral artemisinin derivative or quinine that will be followed by a complete course of artemisin combination therapy (ACT) as soon as the patient is conscious enough to take oral medications. When parenteral administration of the medication is impossible, an artemisinin suppository should be given and the patient immediately referred to a health facility where parenteral management can be provided. . 9 This review focuses on countries within the low and middle income bracket, which constitute developing countries.
Aside a systematic review conducted in Thailand in 1992 10 , a search for systematic reviews from the JBI Library of Systematic Reviews, Cochrane Library, the Campbell Collaboration Library and PUBMED identified no reviews relating to the above topic. Most reviews identified were related to vaccine and drug treatment of malaria, clinical manifestations of malaria, genetic factors influencing clinical malaria, physiological and pathological changes attributable to malaria and the role of insecticide treated bed-nets in the control of malaria. 11, 12, 13 Systematic reviews of qualitative evidence addressing societal contexts and experiences predisposing children below 5 years of age to severe malaria were not identified in the search process.
The current review seeks to present the best available evidence of societal contexts and experiences that predispose (i.e. to bring about susceptibility) children under 5 years of age to severe malaria and how such knowledge can be used to improve their health and well being and is in line with the Millennium Development Goals 4 (Reduce Child Mortality) and 6 (Combat HIV/AIDS, Malaria and other diseases) as it would bring to bear contextual issues related to severe malaria in developing countries and help guide discussions on the way forward in both interventions and research.
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Inclusion criteria

Types of participants
The review will consider qualitative studies conducted in low and middle income countries 9 and reports on children below five (5) years of age with severe malaria.
Types of intervention(s)/phenomena of interest
The focus of interest for this systematic review are societal contexts and experiences that predispose children below 5 years of age to severe malaria, community and caregivers' perception about causes and symptoms of severe malaria and strategies to manage severe malaria among children less than 5 years of age.
Types of studies
The review will consider studies that are based on qualitative study designs, including but not limited to:
phenomenology, grounded theory, action research, narrative studies, descriptive studies, ethnographies, cultural studies, behavioural studies, case studies and feminist research.
Search strategy
Studies published in English language from 1966, when the first publication on the issue of severe malaria in children was identified in a preliminary search of PUBMED, 14 to 2012 will be included in this review.
A three-step search strategy will be utilized to search for published and unpublished studies over the period of 1966-2012. An initial limited search of PUBMED and CINAHL will be undertaken followed by analysis of the text words contained in the title and abstract, and of the index terms used to describe the articles identified. A second search using all identified keywords and index terms will then be done across other included databases-(Appendix I). Finally, the reference list of identified reports and articles will be searched for additional studies. Publications with abstracts that meet the inclusion criteria will be selected for further assessment.
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Assessment of methodological quality
Studies that appear to meet the inclusion criteria will be assessed for methodological validity by two independent reviewers prior to inclusion in the review using the standardised critical appraisal tools from the Joanna Briggs Institute Qualitative Assessment and Review Instrument (JBI-QARI) (Appendix II).
Disagreements that come up will be resolved through discussions by the two reviewers or with the help of a third reviewer.
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Data collection/extraction
The standardised data extraction form from the JBI-QARI (Appendix III) will be used for data extraction.
The extracted data will include specific details such as study methodology and methods, phenomena of interest, context in which study was held, study populations and outcomes of significance to the review question and specific objectives (JBI).15
Data synthesis
Study findings will be pooled using the JBI-QARI. The pooling process will involve the aggregation of findings with sets of representative statements in the form of illustrations endorsing the findings (Level 1 findings); these findings will be rated according to their quality (according to the JBI-QARI degrees of credibility scale) and later placed in categories on the basis of similarity in meaning (Level 2 findings). The level 2 findings will then subject to a meta-synthesis to produce a single comprehensive set of synthesized findings (Level 3 findings) (JBI).
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JBI-QARI Degrees of Credibility Scale
Unequivocal (U): The evidence is beyond reasonable doubt and includes findings that are factual, directly reported or observed, and is not open to challenge.
Credible (C): Evidence that, while interpretative, is plausible in light of the data and theoretical framework. Conclusions can be logically inferred from the data but, because the findings are interpretive, such conclusions can be challenged.
Not supported (Ns): Neither of the earlier descriptions is applicable here and the findings are visibly not supported by the available data (JBI).
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